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ERNST RESPONDS TO EVANS 

I’m grateful to Mr Evans for correcting the
misprint and for raising several points, to
which I’d like to respond as follows.

First, I did not omit the study by Meade et
al.1; it is included in several of the reviews I
mentioned, but I cited only original studies that
emerged after these reviews were published.

Second, Evans asks, “What is wrong with
the total experience?” The answer is obviously,
“Nothing at all.” The effectiveness of treatment
packages relates to one research question, spe-
cific therapies to another. Both are relevant,
but I happened to address the latter.

Third, I agree that surgical interventions or
nonsteroidal anti-inflammatory drugs (NSAIDs)
are probably more risky than chiropractic treat-
ments. My article was not intended to present a
relative risk–benefit assessment of these thera-
pies, which, methodologically, would be ex-
tremely difficult to do. Moreover, does the fact
that thousands die on the roads every year jus-
tify railroad accidents? The incidence figures
for serious adverse events provided by chiro-
practors are unreliable as long as underreport-
ing of such complications is close to 100%.2

Finally, Eddy’s notion that only 15% of
medical interventions are supported by valid
scientific evidence goes back about 30 years
and is therefore no longer applicable.

I do still think that a critical (not aggressive,
as Evans put it) risk–benefit analysis of chiro-
practic is a worthwhile exercise. Pity that many
chiropractors seem to take criticism so badly.
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CHIROPRACTIC CARE: A FLAWED
RISK–BENEFIT ANALYSIS?

We have several concerns regarding Ernst’s
article “Chiropractic Care: Attempting a
Risk–Benefit Analysis.”1

The omission of methods is most troubling.
Explicit criteria should be described to prevent
bias in the selection of source material. With a
search of one database covering 1995–2001,
we retrieved 4 additional articles on chiroprac-
tic benefits and risks (references available from
the author upon request). Unspecified methods
preclude other investigators from confirming or
refuting the author’s findings through replica-
tion, a hallmark of the scientific process.2

Regarding benefit, Ernst cited his own study3

that “revealed no compelling evidence to sug-
gest that chiropractic yields clinical effects that
are distinct from those of placebo manipula-
tion.” However, this study reviewed trials of ma-
nipulation (not “chiropractic care”), and he failed
to cite another review4 that found manipulation
to be superior to placebo for chronic pain.

Regarding risk, Ernst again cited his own
study5 as support for his assertion that “under-
reporting [of complications] can be as high as
100%,” but he failed to cite another article6 in
which the author argues that overreporting of
complications allegedly attributable to spinal
manipulation may occur as well.

Selective reporting of results is also apparent.
After 1 year follow-up in the Cherkin study,
chiropractic and physical therapy patients were
less disabled and were more likely to perceive
their care as being very good or excellent, com-
pared with patients receiving a treatment book-
let.7 In the Giles trial, manipulation resulted in
greater improvement in pain and disability than
did acupuncture and medication.8 Although the
clinical significance of these differences is ar-
guable, Ernst’s statement that the results do
“not show an advantage of chiropractic over
control treatments” is also arguable.

Ernst asserts that chiropractic “patients with
low back pain often receive upper spinal ma-
nipulation.” Although this may be true, failure
to acknowledge this critical assertion, coupled
with the use of misleading phrases such as “es-
sentially everyone receiving chiropractic treat-
ment is at risk,” leaves little doubt as to the au-
thor’s bias.

The article includes several errors. Approxi-
mately 50000 chiropractors are in active prac-
tice in the United States,9 not 5000 in North
America. The trials cited include patients with
neck pain and sciatica, not just back pain. The
visit frequency associated with an increased risk
of vertebrobasilar accidents in the Rothwell
study10 is “more than 2,” not “more than 3.”

Deficient methods, a biased sample of refer-
ence material, selective reporting of results, and
prejudicial language lead us to conclude that
Dr. Ernst’s article is without scientific merit.
The fact that his paper went through peer and
editorial review and into publication is a more
serious matter concerning the Journal’s scien-
tific review policies.
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ERNST RESPONDS TO HURWITZ 
ET AL.

Hurwitz, Meeker, and Smith raise further inter-
esting points. Having published more than 50
systematic reviews, I am of course aware that
such articles require a methods section. My arti-
cle in the Journal was not, however, a system-
atic review, and nowhere do I pretend that it
was. Hurwitz et al. say that another review con-
tradicts my statement that there is no evidence
to demonstrate that chiropractic spinal manipu-
lation is more than a placebo.1 I disagree. The
crucial discrepancy is that the article by van
Tulder et al.1 was limited to back pain trials,
while my systematic review2 was based on tri-
als of spinal manipulation versus sham manipu-
lation regardless of indication. Also, I don’t
think that our result of 100% underreporting
of serious complications3 is in any way contra-
dicted by the suspicion emerging from another
study4 that an approximately 50% incidence of
mild and transient adverse effects could have
been owing to overreporting. The obvious dis-
crepancy here is that we are dealing with two
dramatically different types of effect.

These few lines clearly show that it is always
possible to accuse people with whom one dis-
agrees of using “deficient methods, a biased
sample of reference material, selective report-
ing of results, and prejudicial language.” The
readers might decide for themselves which side
is more guilty of these “crimes” than the other.

The more important point, however, seems
to be missed: Many patients use chiropractic
treatments, and even the most optimistic inter-
pretation of the data must conclude that a
risk–benefit evaluation is far less positive than
most chiropractors make it out to be. In the in-
terests of these many patients, it is urgent that
we do the necessary research and clarify this
important matter.

Edzard Ernst, MD, PhD
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USE OF NONALLOPATHIC HEALING
METHODS BY LATINA WOMEN AT
MIDLIFE 

Bair et al. found that use of complementary and
alternative medicine (CAM) by Latina women
around menopausal age in Newark, NJ, is less
common than use by women of other ethnici-
ties in certain other cities.1 The study opera-
tionalized CAM use in ways that do not corre-
spond to the methods or labels typically used in
Caribbean and South American societies.2–5 For
example, “folk medicine,” an anthropological
term,6 would not be recognized by most users.7

In 1995–96, we developed a series of items
in Spanish and English on the use of nonallo-
pathic healing,8 based on discussions with key

informants, review of the literature, field test-
ing, implementation in a household survey,9

and qualitative interviews with Latina mothers
attending a pediatric clinic. We implemented
the sequence in a survey, based on area proba-
bility sampling, of women 40 years and older
living in 11 Massachusetts cities.10

The sequence in English included “teas,
herbs or home remedies,” “Herbalist,” “Christian
faith healing service,” “Spiritist,” and the un-
translatable terms botánica (stores that sell herbs
and religious supplies) and Santero, (a practi-
tioner of a Caribbean system of African origin),
among others. (Table 1; the full sequence, in
English and Spanish, is available from the corre-
sponding author.) There were 499 respondents,
137 of whom were Latina. Ninety-seven per-
cent of the Latina respondents were interviewed
in Spanish, and 96.4% were born in Puerto
Rico or outside the United States.

For comparison with the findings of Bair et
al., we limited this analysis to women aged 40
to 55 years (N=281). We found much higher
rates of use of nonallopathic healing methods
among Latina respondents, with use of home
remedies the most common modality (38.1%
of respondents). Respondents specified almost
all of these as plant products such as star
anise, orange leaf, tilo, and uña de gato (“cat’s
claw”), available at local botánicas and bode-
gas, or groceries. The much lower proportion
of Latinas whom Bair et al. reported as using
herbal remedies (8%) may have resulted from
the specification “such as homeopathy or Chi-
nese herbs or teas.” Christian, Santeria, and
Espiritismo spiritual healing do not fit into any
of the categories used by Bair et al. A far
higher proportion of Latina women (59%) in
our sample reported using at least one nonal-
lopathic method in the past year than women
of other ethnicities (χ2=66.777, P<.0005).

These results demonstrate the importance, in
cross-cultural studies, of conducting formative
research to identify appropriate item specifica-
tions. Otherwise, comparisons are likely to be
invalid.
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